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ABSTRACT 
Introduction: Intimate partner violence is an important worldwide problem. 
During pregnancy this phenomenon can start or exacerbate with serious implications for 
the pregnancy outcome. This type of violence can also have serious consequences in the 
physical and mental health of both, mother and child. The aim of this study is to 
characterize women who are victims of intimate partner violence during pregnancy to 
contribute to promote the development of early intervention strategies as soon as the 
risk factors are recognized. 
Material and methods: This study is a retrospective analysis of selected 
medico-legal reports of victims of intimate partner violence, submitted for forensic 
assessment at the north services of the National Institute of Legal Medicine of Portugal, 
during the period between 2005 and 2010. It includes two groups with 49 cases each: 
one group with women who were pregnant at the moment of the abuse and another 
group with non pregnant women (control). 
Results: Over this period, 11263 suspected female victims of intimate partner 
violence were examined; 0.44% (n=49) of them were pregnant. In the pregnant group 
most women were single (67.3%), while in the non pregnant group most were married 
(51%) at the time of the abuse; statistical significant differences have been found 
(p=0.025). Regarding the professional status, the majority of victims of the pregnant 
group were unemployed (38.8%). With respect to the number of children, significant 
statistical differences were found between the two groups (p=0.003). In the pregnant 
group it was found that a larger number of women had no previous children. The 
pregnant group also showed a higher number of women with only one previous 
pregnancy (p=0.022). The non pregnant group showed significant differences for the 
duration of abuse: “less than one year” when compared with “more than one year” 
  
(p=0.02). The majority of the victims reported multiple mechanisms of abuse. They 
were mainly punching, pushing, slapping and kicking (49%, 40.8%, 36.7% and 34.7%, 
respectively) in the pregnant group case. For the non pregnant group, the same 
mechanisms were the most frequents (53.1%, 32.7%, 26.5% and 28.6%, respectively).  
Both in the pregnant group and in non pregnant group face and limbs are the anatomical 
areas more frequently injured, with no significantly statistical differences, but in 
pregnant group there is description of injuries at the torso in 14.3% of the cases, while 
in non pregnant group only the thorax has been involved. No significant statistical 
differences were found between both groups with regard to demands for medical care 
after abuse (p=0.539). 
Conclusions: Intimate partner violence in pregnancy is probably underreported. 
Women victims of intimate partner violence during pregnancy are mostly unmarried 
compared with non pregnant and there seems to be a predominance of abuse in women 
who are pregnant for the first time. Further studies are necessary to better characterize 
the medico-legal aspects in this kind of situations. 
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INTRODUCTION 
 
 Violence, which includes abuse, is a very serious and complex social issue, 
with harmful physical and psychological consequences for victims. Besides, it also has 
important implications for their families and society in general.
1
  
 According to the World Health Organization (WHO), the most common form of 
abuse suffered by women is perpetrated by an intimate partner.
2, 3
 This intimate partner 
violence (IPV)
 
is defined as actual or threatened physical, sexual, psychological, and 
emotional abuse by a current or former intimate partner, regardless of the involved 
genders and cohabitation.
4
 Consequences are always very severe in terms of 
psychological and physical health and in socioeconomic aspects; furthermore, each 
year, at least 1400 women die in the United States of America as a result of IPV.
3
 
Pregnancy is a high-risk period during which violence can start or exacerbate,
3, 4, 
5, 6, 7, 8, 9
 usually resulting on adverse outcomes for the newborn.
3, 4, 6, 9, 10, 11, 12, 13, 14, 15, 16, 
17
 According to a study developed at the Obstetrics Department of São João Hospital, in 
Porto, preterm delivery was significantly more frequent among physically abused than 
non-abused pregnant women (21.4% vs 6.8%; p<0.0001).
10 
Studies show that the 
prevalence of violence from a man to a woman in an intimate relationship at any time 
ranges from 9.7% to 29.7%,
5
 and the overall prevalence of IPV during pregnancy varies 
between 0.9% and 20.1%.
5, 9, 11, 12, 18, 19, 20, 21
 In Portugal the estimated value is 
around 10%.
10
 
Violence during pregnancy deserves special attention because it affects women 
at a moment of great vulnerability. Moreover, it may potentiate an increase in morbidity 
and mortality of the mother as well as the newborn. This violence may influence the 
evolution of the perinatal period by the interference of two mechanisms: (a) the first is 
the trauma itself, capable of promoting lesions that affect women during pregnancy; (b) 
the second is based on the theory of continuous stress.
2, 10, 18
 This kind of abuse may 
have serious consequences for the women’s physical and mental health.11 Direct health 
effects include the increase likelihood of miscarriage, premature labour or delivery, low 
birth weight as well as higher levels of depression. An indirect health effect described in 
several studies is substance abuse by women who suffer violence in order to diminish 
feelings of shame and humiliation.
3, 5, 13
 
  
Hedin et al. found that physical abuse during pregnancy occurred mostly in cases 
were it was already happening during the period of time preceding the pregnancy, 
suggesting that it is important to consider previous history of abuse.
5
 
Some risk factors have been associated with IPV during pregnancy.
4, 6, 8, 9, 11, 12, 
13, 18, 17, 22, 23, 24, 25, 26, 27, 28, 29, 30 
Risk factors refer to aspects that increase the probability of 
occurrence or maintenance of abuse. They may be related to the individual 
characteristics of the victim or the abuser, their family background and socio-cultural 
environment. The presence of a risk factor does not mean, by itself, the presence of 
abuse. It is known, however, that the combination of several risk factors could 
significantly increase the likelihood of abuse.
1
 Risk factors for violence during 
pregnancy include: socioeconomic status,
11, 22, 25
 a young age,
5, 6, 8, 9, 11, 12, 15, 18, 22, 23, 25, 27, 
29, 30 
ethnicity,
11, 12, 18, 22
 marital status (single),
5, 12, 17, 18, 22, 25, 28 
low level of education,
4, 6, 
12, 18, 22, 25
 unemployment,
18
 parity,
6,18
 absence of prenatal care,
18, 25
 low level of social 
support,
11, 25, 26
 unintended pregnancy,
9, 30
 smoking, alcohol and drug abuse by women 
partners.
3, 4, 5, 11, 12, 13, 15, 17, 31
 Another factor often associated with increased risk 
for IPV is witnessing or being a victim of violence during childhood.
11, 12, 17
 
 
OBJECTIVES 
 
The general objective of this study was to characterize women who are victims 
of IPV during pregnancy to contribute to promote the development of early intervention 
strategies as soon as the risk factors are recognized.  The specifics objectives were to 
characterize household’s situation, including victims, alleged perpetrators and couple’s 
situation, as well as physical abuse and legal outcomes of the cases. 
 
 
 
 
 
 
 
 
  
MATERIALS AND METHODS 
 
The present study is a retrospective review of selected medico-legal reports of 
victims of IPV, submitted for forensic assessment at the north services of the National 
Institute of Legal Medicine of Portugal (INML), during the period between 2005 and 
2010. It includes two groups. 
For the group of pregnant women (n=49), the inclusion criteria were: 
a) Women in reproductive age (15-49 years old); 
b) Presenting a claim of IPV; 
c) Perpetrated during the pregnancy; 
d) Observed at the north services of the INML; 
e) Between 2005 and 2010. 
 For control, a group of non pregnant women was randomly selected (n=49); the 
inclusion criteria were: 
a) Women in reproductive age (15-49 years old); 
b) Presenting a claim of IPV; 
c) Not pregnant at the time of the alleged abuse; 
d) Observed at the north services of the INML; 
e) Between 2005 and 2010. 
 
For data collection, a form, previously developed for collecting data from abused 
women, was adapted and applied to medico-legal reports of selected women. Variables 
studied included the characterization of the: (a) household at the moment of the forensic 
assessment (victim, alleged abuser, couple relationship and previous pregnancies); (b) 
current episode  of violence; (c) physical abuse that led to medico-legal observation; (d) 
legal outcomes.  
In order to evaluate the judicial outcome for the pregnant group, judicial 
decisions were requested by mail to the respective the Public Prosecutor Offices and 
Courts; only in 19 cases the information was sent to us. 
Statistical analysis was performed using SPSS (Statistical Package for Social 
Sciences), version 17.0; including descriptive statistics and correlation tests using 
Pearson’s Chi-square, due to sample sizes. The significance level considered was 
p<0.05. 
  
RESULTS 
Characterization of the victims 
The victims’ characterization is summarized in Table 1. 
In the pregnant group (PG) most women were single (67.3%), while in the non 
pregnant group (NPG) most were married (51%) at the time of the abuse; statistical 
significant differences have been found (p=0.025).  
Data on the educational level were available in only 8 cases in the PG, and of 
these, 2 had completed higher education. In the NPG data was available only in 5 cases 
and de maximum level of education was the 10
th
-12
th
 grade (n=2). 
Regarding the professional status, the majority of victims of the PG were 
unemployed (38.8%) at the time of the forensic evaluation unlike that of the NPG in 
which most of the women played active roles in protection, security or personal services 
(36.7%). No statistical differences were detected between both groups, regarding the 
level of unemployment (p=0.355). 
Just in one case, in both groups, there was data related to a previous history of 
psychiatric illness. 
Concerning the history of abuse during childhood/youth, there was no 
information in 44 and in 46 reports related, respectively, to PG and NPG, and because 
of that obtained data is insusceptible of further analysis. 
 
Characterization of the alleged perpetrators 
All alleged abusers were men. In the PG their ages were known in 40.8% (n=20) 
and ranged from 19 to 54 years old (mean=30.55; SD=2.029), and in the NPG their ages 
were known in only 24.5% (n=12), ranging between 21 and 46 years old (mean=28.92; 
SD=2.476).  
In the PG only 9 cases (18.4%) had information about the education level of the 
individuals. One element held less than primary school education as well as only one had 
completed university. In the NPG this information was present only in 6 cases (12.2%) 
and similarly one had less than primary school education and one had completed higher 
university. 
  
There was no predominance of a particular professional activity regarding the 
cases where this information was obtained: 42.9% (n=21) in the PG and only 10.2% 
(n=13) in the NPG. 
For the PG we collected information about substance abuse of the alleged 
perpetrators in 40.8% (n=20) of the cases; of these, 35% (n=7) had no consumption 
habits, 25% (n=5) had alcohol consumption, 25% (n=5) drug abuse, and 15% (n=3) 
consumption of both alcohol and drugs. In the NPG this data was found in 30.6% 
(n=15) of the cases; of these, 13.3% (n=2) had no consumption habits, 33.3% (n=5) had 
alcohol consumption, 20% (n=3) drug abuse and 33.3% (n=5) consumption of both 
alcohol and drugs.  
Three of the men (6.1%) of the PG had history of deviant behaviour, including 
theft/robbery (n=1; 2%) and physical offenses (n=2; 4.1%); however, this information 
was unavailable in 87.8% (n=43) of the cases. In the NPG, one man (2%) had deviant 
behavior, namely theft/robbery and this information was also unavailable in 93.9% 
(n=46) of the cases. 
 
Characterization of the couple’s situation 
No statistical differences were detected between PG and NPG, regarding the 
situation of the couple at the time of the assault (living together or not) (p=0.110).  
For the PG, in 26.5% (n=13) of the cases we had no information about the 
number of children of the victim. Of the remaining, 14 (38.9%) had at least one child 
(ages varying between 0 and 12 years of age) from the alleged abuser and 6 (16.7%) had 
one or more children from another relationship.  
Regarding the NPG, also in 26.5% (n=13) we had no information about the 
number of children of the victim. Of the remaining, 24 (75%) had at least one child in 
common with the alleged abuser (ages varying between 0 and 16 years of age); in 
12.5% (n=4) she had one or more children as a result of another relationship. 
With respect to the number of children, significant statistical differences were 
found between the two groups (p=0.003). In the PG it was found that a larger number of 
women had no previous children. 
Regarding the PG, in 32.7% (n=16) of the cases it was not possible to obtain 
information about the number of previous pregnancies. In 34.7% (n=17) this was the 
first pregnancy, in 20.4% (n=10) it was the second and in 12.2% (n=6) was at least the 
  
third time they were pregnant. In the NPG in 49% (n=24) of the cases was not possible 
to obtain information about the number of previous pregnancies. In contrast, there was a 
history of one previous pregnancy in 36.7% (n=18), 6.1% (n=3) had already been 
pregnant twice and 8.1% (n=4) had been pregnant three times or more. It was found 
significant statistical differences with respect to the number of previous pregnancies, in 
which the PG showed a higher number of women with only one previous pregnancy 
(p=0.022). 
 
Characterization of previous violence 
In the PG at least 69.4% (n=34) of the women had already suffered physical 
abuse, psychological or both, perpetrated by the alleged abuser. Of these, 27.8% (n=10) 
were initiated during courtship, 8.3% (n=3) during pregnancy, and the others during the 
remaining period of cohabitation, except in one case in which the abuse has started after 
marital separation.  
In the NPG, at least 77.6% (n=38) of the women had already suffered physical 
abuse, psychological, or both, perpetrated by the alleged abuser. Of these, 23.7% (n=9) 
began during courtship, 39.5% (n=15) during the cohabitation period and only in one 
case (2.6%) it started during the pregnancy. No significant statistical differences were 
found regarding the beginning of violence: during courtship or during cohabitation 
(p=0.858). 
In the PG 3 women (6.1%) were also assaulted during a previous pregnancy, 
although in 59.2% (n=29) it was not possible to assess this sort of data. In the NPG 6 
women (12.2%) had been abused during pregnancy but in 79.6% (n=39) there was no 
available information. 
With respect to the duration of the abuse, in the PG 17 women (34.7%) were 
victims of abuse for less than one year, 12 (24.5%) for one or more but less than six 
years, 1 (2.0%) for six or more but less than eleven years and in 19 cases (38.8%) this 
information was not accessed. About NPG, 6 women (12.2%) suffered abuse for less 
than one year, 11 (22.4%) for one or more but less than six years, 1 (2.0%) for six or 
more but less than eleven, 3 (6.1%) with history of abuse for between eleven and fifteen 
years, 2 (4.1%) for between sixteen and twenty years and in 26 (53.1%) cases this data 
was unavailable. The NPG showed significant differences for the duration of abuse: 
“less than one year” when compared with “more than one year” (p=0.02). 
  
Characterization of the current episode of violence 
Regarding the PG, at the time of the assault, 93.9% (n=46) of the women were 
between the 4
th
 and 38
th
 weeks of gestation; however, in 6.1% of the cases it was not 
possible to collect this data.  
The majority of the victims reported multiple mechanisms of abuse. They were 
mainly punching, pushing, slapping and kicking (49%, 40.8%, 36.7% and 34.7%, 
respectively) in PG case (Table 2). For NPG, the same mechanisms were the most 
frequents (53.1%, 32.7%, 26.5% and 28.6%, respectively) (Table 2).  
Both in PG and in NPG face and limbs are the anatomical areas more frequently 
injured (Table 3), with no significantly statistical differences, but in PG there is 
description of injuries at the torso in 14.3% of the cases, while in NPG only the thorax 
has been involved. 
In PG the number the days of illness was 0-8 days and in the NPG of 0-8 days in 
45 cases and of 9-15days in the remained. 
No significant statistical differences were found between both groups with 
regard to demands for medical care (p=0.539); 30 women (61.2%) in the PG and 27 
(55.1%) in the NPG had resort to health services after abuse. 
In 20.4% (n=10) of the cases of the PG the abuse was witnessed (9 by a child 
under the age of 18 years of age and 1 by an acquaintance). In the NPG in 18.4% (n=9) 
of the cases a child under the age of 18 years witnessed the assault.  
 
Legal outcomes 
In order to determine the judicial outcomes of the cases in the PG, the respective 
judicial decisions were requested. Of the 49 sample cases, we obtained response in 19 
(38.8%). Of these, in 12 cases (63.2%) the charges were dismissed, 2 alleged abusers 
(10.5%) were acquitted at trial and 4 (21.1%) were convicted, but none with effective 
imprisonment time. In 1 case (5.3%) the alleged abuser was still awaiting for judgment. 
 
 
 
 
  
DISCUSSION 
 
Intimate partner violence is the most common form of violence against women 
worldwide,
2, 27
 constituting a serious public health problem.
17, 29, 30, 32
 This kind of abuse 
among pregnant women has been reported in most parts of the world. Although its 
prevalence rates vary among studies, possibly due to different definitions of violence, 
methodologies and sampling strategies,
9, 15, 33
 some studies indicate that violence during 
pregnancy is a common experience and a major concern.
27 
 
Between 2005 and 2010, pregnant victims of IPV accounted for 0.44% of all 
victims of this type of violence examined at the clinical forensic medicine departments 
of the north services of the INML. This number does not represent the true magnitude 
of the problem since it is known that the majority of the situations are concealed by the 
victim and the health care professionals also do not report all cases that they have 
knowledge. 
During pregnancy IPV may begin or escalate in severity.
3, 4, 5, 6, 7, 8, 9
 The abuse 
suffered by these women during pregnancy may be a reflection of intimate violence in 
general, but it can also result of problems involving the pregnancy itself.
31
 Despite its 
prevalence during this period of women’s life not being known exactly, it is known that 
it happens more frequently than many other conditions that are routinely screened for 
during pregnancy.
3, 27
 This type of violence results in a variety of complications and 
increases the risk of an adverse outcome.
3, 4, 6, 7, 9, 10, 11, 12, 13, 14, 15, 16, 17
  
One factor sequentially associated with an increased risk for IPV is that women 
who had witnessed or had been themselves victims of violence in childhood.
11, 12, 17
 In 
our sample we only had information that one woman from each group had been abused 
as a child, but we can not forget that this is a retrospective study in which a 
considerably amount of data is missing, and so because of that this information should 
not be valued. 
With the present study we aimed to compare some variables that we thought 
might be increased in the pregnant group.  
With respect to the number of children, we found that the PG had a greater 
number of women without any children. This led us to wonder if the primiparous are at 
greater risk of being abused by their intimate partners. It is known that the transition to 
  
parenthood brings new challenges to the couple’s relationship, and cumulative stressors 
during this time may increase the likelihood of IPV.
28
 
Regarding the process of seeking medical help after abuse, which could be more 
frequent in pregnant women because of their condition and their concern about the 
baby, this study found no statistical significant differences in this issue. This may be 
due to the small sample size and the large amount of missing data that may somewhat 
mask this information. But it also can be related with the great tendency of no disclose 
the abuse because of shame and fear. In fact a large number of women who are victims 
of abuse by their partners refer that the abuse that they suffered was “not so bad” as 
abuse experienced by other women. This tendency to minimize the impact of IPV is 
alarming since it may discourage these women to seek help.
14
 
A particularly disturbing form of violence against pregnant women is when the 
target of the injuries is the abdomen, which frequently occurs; thereby this not only 
affects women’s health but also potentially endangers pregnancy.34 We thought that 
perhaps there might be differences in the anatomic area harmed preferably, in particular, 
if there is a certain predominance for lesions in the abdomen of pregnant women; 
however, lesions in the abdomen were only recorded in 2 cases, a number which 
impaired further statistical analysis. In the future, it would be interesting to conduct a 
study to better characterize the preferentially affected body area, so as to perceive if the 
perpetrators are intending to affect the developing fetus or only the woman. 
Although we have not focused on psychological aggression in our study, this 
also might be damaging to the women, possibly even more than physical violence. 
Psychological abuse almost always precedes physical abuse.
35
 This kind of violence has 
been associated with adverse mental health outcomes including depressive 
symptomatology,
4, 6, 8, 10, 14, 15, 16, 17, 25, 27, 30, 35
 post-traumatic stress disorder, anxiety, 
phobias, suicidal intent,
16
 and alcohol and drugs abuse.
3, 4, 5, 11, 12, 13, 15, 17, 31
 All these 
aspects are also harmful for the developing baby since a depressed woman may neglect 
their pregnancy. The stress from current or past abuse can impair fetal growth and 
development.
34
 Furthermore women who suffered psychological abuse during 
pregnancy have higher levels of depression symptoms after delivery.
35
 Therefore the 
presence of depression is an important risk indicator for IPV and any woman with 
suspected depression should be asked about possible IPV.
30
 
This study had some limitations that deserve mention. First, as we only included 
in the PG women who were actually pregnant at the time of the forensic examination, 
  
the resulting small size of the sample might impair the results.  We acknowledge that 
prevalence obtained by us is thus probably much lower than real, since many women 
victims of abuse were not questioned about the presence or absence of episodes of 
aggression during pregnancy and some, even having been asked about this had denied 
by shame or embarrassment about the subject. 
Another limitation has to do with the fact that this is a retrospective study based 
on the analysis of medico-legal reports that have not been performed in order to 
participate in this kind of study, therefore do not include all items that we tried to 
analyze. 
In Portugal, it was already conducted a study with the aim of understanding the 
relationship between IPV during pregnancy and preterm birth. They have concluded that 
women abused during pregnancy had an increased risk of preterm birth regardless of 
presence of another factors related to the higher incidence of preterm delivery.
10
 
However there is still a gap with respect to the forensic characterization of this 
phenomenon. Therefore, it would be interesting to conduct a longitudinal study in order 
to better characterize the medico-legal aspects of cases of IPV during pregnancy. 
The health sector has an important role in combating this type of violence by 
means of research, case notifications, organization of reference services for victims as 
well as other proposals involving intervention.
11
 In fact, studies show that 
women abused during pregnancy frequently continue to suffer abuse after child birth, 
so both the safety of the mother and child are at risk.
36
 The emotional consequences for 
children who witness violence between their parents can be even worse than when they 
become targets themselves.
25, 35
 Therefore it would be important to implement 
standardized screening measures to be applied at the primary health care centre in order 
to timely detect cases of violence during pregnancy, making it safer for the women and 
their baby. The American Medical Association recommends that health care providers 
routinely ask patients about IPV
37
 and in fact, most women agree to IPV screening.
26
 
 
 
 
 
 
 
  
CONCLUSIONS 
 
This study allows us to conclude that: 
a) IPV in pregnancy is probably underreported by the victims and the health 
care professionals, taking into account the low prevalence of women who 
were undergoing forensic evaluation during the study period when compared 
to the values found in international studies; 
b) Women victims of IPV during pregnancy are mostly unmarried compared 
with non pregnant; 
c) There seems to be a predominance of abuse in women who are pregnant for 
the first time when compared with those who already have children; 
d) The majority of women, pregnant and non pregnant, seek for medical help 
after abuse; 
e) Most of the victims is achieved by multiple mechanisms of aggression 
whereas punching, pushing, slapping and kicking are revealed the most 
commons regardless the women are pregnant or not; 
f) The affected body areas are mostly the face and upper limbs in both pregnant 
and non pregnant women. 
 
Further studies are necessary to better characterize the medico-legal aspects in 
this kind of situations. It is important to evaluate these cases in terms of sequelae 
(temporary and permanent) as well as in terms of life-threatening. Another 
important forensic aspect that needs to be better known is if there is a preference 
for abdominal attaining which in this study could not be statistically analyzed 
due to missing data. 
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TABLES 
Table 1: Characterization of the victims  
 PG 
(n=49) 
NPG 
(n=49) 
 
p 
n % n % 
Resident type      
 National 46 93.9 46 93.9  
     Immigrant 3 6.1 3 6.1  
Marital status      
 Single 33 67.3 22 44.9 
0.025 
              Other condition 16 32.6 27 55.1 
                              Married 8 16.3 25 51.0  
                              Divorced 7 14.3 2 4.1  
                              Widow 1 2.0 0 0  
Education level      
 1st to 4th grade 0 0 1 2.0  
 5th to 6th grade 1 2.0 0 0  
 7th to 9th grade 3 6.1 2 4.1  
 10th to 12th grade 2 4.1 2 4.1  
 University 2 4.1 0 0  
 No information 41 83.7 44 89.8  
Profession      
 Unemployed 19 38.8 15 30.6 
0.355 
              Other condition 29 58.9 34 69.4 
Scientific 
occupation, technical,       
artistic or similar 
3 6.1 1 2.0  
Director or senior 0 0 1 2.0  
Admnistrative or similar 1 2.0 0 0  
Industry worker 1 2.0 2 4.1  
Protection services, 
security, personal, 
domestic services or 
similar 
11 22.4 18 36.7  
Trade and sellers 6 12.2 4 8.2  
“Housewife” 3 6.1 3 6.1  
Student 3 6.1 2 4.1  
Other 1 2.0 3 6.1  
No information 1 2.0 0 0  
Psychiatric history      
 Yes 2 4.1 1 2.0  
 No 4 8.2 0 0  
 No information 43 87.8 48 98.0  
History of childhood abuse      
 Yes 1 2.0 1 2.0  
 No 4 8.2 2 4.1  
 No information 44 89.8 46 93.9  
 
 
 
 
 
  
Table 2: Mechanisms of the current physical abuse 
 
Mechanism 
PG  
(n=49) 
NPG 
(n=49) 
n % n % 
Pushing 20 40.8 16 32.7 
Pressing 8 16.3 12 24.5 
Pinching 1 2.0 0 0 
Scratching 1 2.0 1 2.0 
Pulling hair 7 14.3 10 20.4 
Slapping 18 36.7 13 26.5 
Punching 24 49.0 26 53.1 
Kicking 17 34.7 14 28.6 
Biting 1 2.0 3 6.1 
Strangling 5 10.2 5 10.2 
Blunt instrument 3 6.1 4 8.2 
Sharp instrument 1 2.0 1 2.0 
Mixed instrument 0 0 1 2.0 
Others 9 18.4 7 14.3 
 
 
 
Table 3: Anatomical distribution of the injuries 
Anatomical distribution PG 
(n=49) 
NPG 
(n=49) 
n % n % 
Cranium 4 8.2 8 16.3 
Face 12 24.5 15 30.6 
Neck 2 4.1 1 2.0 
Rachis 1 2.0 0 0 
Thorax 5 10.2 5 10.2 
Abdomen 2 4.1 0 0 
Perineum 0 0 0 0 
Right Upper Limb 11 22.4 14 28.6 
Left Upper Limb 12 24.5 17 34.7 
Right Lower Limb 8 16.3 9 18.4 
Left Lower Limb 8 16.3 9 18.4 
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Anexo 1: Regras de publicação 
(Revista de referência: Journal of Forensic and Legal Medicine) 
 
INTRODUCTION 
 
Types of paper 
The following types of articles will be considered for publication: 
 
Original Communication: new research, previously unpublished. 
Review: detailed review of specific subject, backed up by full reference list and 
exploring all aspects of subject. 
Clinical Practice: review backed up by relevant literature of specific aspects of clinical 
practice. 
Short Report: new research or clinical issue, straightforward idea, simple methodology, 
concise take home message. 
Case Reviews: one or two related cases with specific message, backed up by broad 
review of related literature. 
Learning Point: single case where outcome identifies or reinforces an important clinical, 
pathological or legal issue. 
Case Reports: one or two related cases with specific unambiguous message that needs 
little discussion, small number of references. 
Personal View: unreferenced, discursive paper on aspect of treatment, care, 
management that impacted directly on author. 
Leading Article: invited article by an authority on a particular issue. 
Editorial: topical polemic on an issue of the day, some commissioned, some submitted. 
Conference Report: personal views of conferences, symposia or meetings of relevance 
to journal readership. 
Letter to the Editor: comment or useful critique on material published in the journal. 
The decision to publish submitted letters rests purely with the Editor-in-Chief. 
  
Book Review: review of relevant books which are not more than 2 years old. 
Unsolicited reviews will not usually be accepted, but suggestions for appropriate books 
for review should be sent to the Editor-in-Chief. 
Postcard: unreviewed personal opinion on topical issues. 
 
Consideration will be given by the Editor to other categories of article that do not fit 
into the above. 
Contact the Editor at jasonpaynejames@aol.com for any specific inquiries on these 
matters. 
 
Contact details for submission 
Authors should send queries concerning the submission process or journal procedures to 
AuthorSupport@elsevier.com. Authors can check the status of their manuscript within 
the review procedure using Elsevier Editorial System. 
 
Page charges 
This journal has no page charges. 
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see http://www.elsevier.com/publishingethics and 
http://www.elsevier.com/ethicalguidelines. 
 
Policy and ethics 
The work described in your article must have been carried out in accordance with The 
Code of Ethics of the World Medical Association (Declaration of Helsinki) for 
experiments involving humans 
http://www.wma.net/en/30publications/10policies/b3/index.html; EC Directive 
86/609/EEC for animal experiments 
http://ec.europa.eu/environment/chemicals/lab_animals/legislation_en.htm; Uniform 
Requirements for manuscripts submitted to Biomedical journals http://www.icmje.org. 
This must be stated at an appropriate point in the article. 
  
 
Conflict of interest 
All authors must disclose any financial and personal relationships with other people or 
organizations that could inappropriately influence (bias) their work. Examples of 
potential conflicts of interest include employment, consultancies, stock ownership, 
honoraria, paid expert testimony, patent applications/registrations, and grants or other 
funding. See also http://www.elsevier.com/conflictsofinterest. 
 
Submission declaration 
Submission of an article implies that the work described has not been published 
previously (excepting the form of an abstract or as part of a published lecture or 
academic thesis), that it is not under consideration for publication elsewhere, that its 
publication is approved by all authors and tacitly or explicitly by the responsible 
authorities where the work was carried out, and that, if accepted, it will not be published 
elsewhere including electronically in the same form, in English or in any other 
language, without the written consent of the copyright-holder. 
 
Authorship 
All authors should have made substantial contributions to all of the following: (1) the 
conception and design of the study, or acquisition of data, or analysis and interpretation 
of data, (2) drafting the article or revising it critically for important intellectual content, 
(3) final approval of the version to be submitted. 
 
Changes to authorship 
This policy concerns the addition, deletion, or rearrangement of author names in the 
authorship of accepted manuscripts: Before the accepted manuscript is published in an 
online issue: Requests to add or remove an author, or to rearrange the author names, 
must be sent to the Journal Manager from the corresponding author of the accepted 
manuscript and must include: (a) the reason the name should be added or removed, or 
the author names rearranged and (b) written confirmation (email, fax, letter) from all 
authors that they agree with the addition, removal or rearrangement. 
In the case of addition or removal of authors, this includes confirmation from the author 
being added or removed. Requests that are not sent by the corresponding author will be 
  
forwarded by the Journal Manager to the corresponding author, who must follow the 
procedure as described above. Note that: (1) Journal Managers will inform the Journal 
Editors of any such requests and (2) publication of the accepted manuscript in an online 
issue is suspended until authorship has been agreed. After the accepted manuscript is 
published in an online issue: Any requests to add, delete, or rearrange author names in 
an article published in an online issue will follow the same policies as noted above and 
result in a corrigendum. 
 
Copyright 
Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing 
Agreement' (for more information on this and copyright see 
http://www.elsevier.com/copyright). Acceptance of the agreement will ensure the 
widest possible dissemination of information. An e-mail will be sent to the 
corresponding author confirming receipt of the manuscript together with a 'Journal 
Publishing Agreement' form or a link to the online version of this agreement. 
Subscribers may reproduce tables of contents or prepare lists of articles including 
abstracts for internal circulation within their institutions. Permission of the Publisher is 
required for resale or distribution outside the institution and for all other derivative 
works, including compilations and translations (please consult 
http://www.elsevier.com/permissions). If excerpts from other copyrighted works are 
included, the author(s) must obtain written permission from the copyright owners and 
credit the source(s) in the article. Elsevier has preprinted forms for use by authors in 
these cases: please consult http://www.elsevier.com/permissions. 
Unpublished material 
Material in unpublished letters and manuscripts is also protected and must not be 
published unless permission has been obtained. 
 
Retained author rights 
As an author you (or your employer or institution) retain certain rights; for details you 
are referred to: http://www.elsevier.com/authorsrights.  
 
Role of the funding source 
You are requested to identify who provided financial support for the conduct of the 
research and/or preparation of the article and to briefly describe the role of the 
  
sponsor(s), if any, in study design; in the collection, analysis and interpretation of data; 
in the writing of the report; and in the decision to submit the paper for publication. If the 
funding source(s) had no such involvement then this should be stated. Please see 
http://www.elsevier.com/funding. 
 
Funding body agreements and policies 
Elsevier has established agreements and developed policies to allow authors whose 
articles appear in journals published by Elsevier, to comply with potential manuscript 
archiving requirements as specified as conditions of their grant awards. To learn more 
about existing agreements and policies please visit 
http://www.elsevier.com/fundingbodies. 
 
Language and language services 
Please write your text in good English (American or British usage is accepted, but not a 
mixture of these). Authors who require information about language editing and 
copyediting services pre- and post-submission please visit 
http://webshop.elsevier.com/languageediting or our customer support site at 
http://support.elsevier.com for more information. 
 
Submission 
Submission to this journal proceeds totally online and you will be guided stepwise 
through the creation and uploading of your files. The system automatically converts 
source files to a single PDF file of the article, which is used in the peer-review process. 
Please note that even though manuscript source files are converted to PDF files at 
submission for the review process, these source files are needed for further processing 
after acceptance. All correspondence, including notification of the Editor's decision and 
requests for revision, takes place by e-mail removing the need for a paper trail. 
Submit your article 
Please submit your article via http://ees.elsevier.com/jflm 
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Article structure 
  
Where appropriate the manuscript should follow the scheme described below: (1) title 
page, (2) summary and keywords, (3) text, (4) references, (5) tables, (6) captions to 
illustrations, (7) illustrations. 
Subdivision - unnumbered sections 
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heading. Each heading should appear on its own separate line. Subsections should be 
used as much as possible when cross referencing text: refer to the subsection by heading 
as opposed to simply "the text". 
Headings for experimental papers should follow the usual conventions: Introduction, 
Methods, Results, Discussion, Acknowledgments. Other papers may be subdivided as 
the authors desire. The use of headings enhances readability. 
 
Essential title page information 
• Title. Concise and informative. Titles are often used in information-retrieval systems. 
Avoid abbreviations and formulae where possible. 
• Author names and affiliations. Where the family name may be ambiguous (e.g., a 
double name), please indicate this clearly. Present the authors' affiliation addresses 
(where the actual work was done) below the names. Indicate all affiliations with a 
lower-case superscript letter immediately after the author's name and in front of the 
appropriate address. Provide the full postal address of each affiliation, including the 
country name, and, if available, the e-mail address of each author. 
• Corresponding author. Clearly indicate who will handle correspondence at all stages of 
refereeing and publication, also post-publication. Ensure that telephone and fax numbers 
(with country and area code) are provided in addition to the e-mail address and the 
complete postal address. Contact details must be kept up to date by the corresponding 
author. 
• Present/permanent address. If an author has moved since the work described in the 
article was done, or was visiting at the time, a "Present address" (or "Permanent 
address") may be indicated as a footnote to that author's name. The address at which the 
author actually did the work must be retained as the main, affiliation address. 
Superscript Arabic numerals are used for such footnotes. 
 
Abstract 
  
A concise and factual abstract is required. The abstract should state briefly the purpose 
of the research, the principal results and major conclusions. An abstract is often 
presented separately from the article, so it must be able to stand alone. For this reason, 
References should be avoided, but if essential, then cite the author(s) and year(s). Also, 
non-standard or uncommon abbreviations should be avoided, but if essential they must 
be defined at their first mention in the abstract itself. 
 
Keywords 
Immediately after the abstract, provide a maximum of 6 keywords, using American 
spelling and avoiding general and plural terms and multiple concepts (avoid, for 
example, "and", "of"). Be sparing with abbreviations: only abbreviations firmly 
established in the field may be eligible. These keywords will be used for indexing 
purposes. 
 
Abbreviations 
Avoid abbreviations in the title and abstract. All unusual abbreviations should be fully 
explained at their first occurrence in the text. 
 
Acknowledgements 
Collate acknowledgements in a separate section at the end of the article before the 
references and do not, therefore, include them on the title page, as a footnote to the title 
or otherwise. List here those individuals who provided help during the research (e.g., 
providing language help, writing assistance or proof reading the article, etc.). 
 
Nomenclature and units 
Proprietary names of drugs, instruments etc. should be indicated by the use of initial 
capital letters. All measurements should be expressed in SI or SI-derived units. 
 
Artwork 
Electronic artwork 
General points 
• Make sure you use uniform lettering and sizing of your original artwork. 
• Save text in illustrations as "graphics" or enclose the font. 
• Only use the following fonts in your illustrations: Arial, Courier, Times, Symbol. 
  
• Number the illustrations according to their sequence in the text. 
• Use a logical naming convention for your artwork files. 
• Provide captions to illustrations separately. 
• Produce images near to the desired size of the printed version. 
• Submit each figure as a separate file. 
 
A detailed guide on electronic artwork is available on our website: 
http://www.elsevier.com/artworkinstructions 
You are urged to visit this site; some excerpts from the detailed information are given 
here. 
Formats 
Regardless of the application used, when your electronic artwork is finalised, please 
"save as" or convert the images to one of the following formats (note the resolution 
requirements for line drawings, halftones, and line/halftone combinations given below): 
EPS: Vector drawings. Embed the font or save the text as "graphics". 
TIFF: color or grayscale photographs (halftones): always use a minimum of 300 dpi. 
TIFF: Bitmapped line drawings: use a minimum of 1000 dpi. 
TIFF: Combinations bitmapped line/half-tone (color or grayscale): a minimum of 500 
dpi is required. 
If your electronic artwork is created in a Microsoft Office application (Word, 
PowerPoint, Excel) then please supply "as is". 
 
Please do not: 
• Supply files that are optimised for screen use (like GIF, BMP, PICT, WPG); the 
resolution is too low; 
• Supply files that are too low in resolution; 
• Submit graphics that are disproportionately large for the content. 
Where illustrations must include recognisable individuals, living or dead and of 
whatever age, great care must be taken to ensure that consent for publication has been 
given. It is the authors' responsibility to obtain written permission to reproduce 
borrowed material (illustrations and tables) from the original publishers and authors. 
 
Color artwork 
  
Please make sure that artwork files are in an acceptable format (TIFF, EPS or MS 
Office files) and with the correct resolution. If, together with your accepted article, you 
submit usable color figures then Elsevier will ensure, at no additional charge, that these 
figures will appear in color on the Web (e.g., ScienceDirect and other sites) regardless 
of whether or not these illustrations are reproduced in color in the printed version. For 
color reproduction in print, you will receive information regarding the costs from 
Elsevier after receipt of your accepted article. Please indicate your preference for color 
in print or on the Web only. For further information on the preparation of electronic 
artwork, please see http://www.elsevier.com/artworkinstructions. 
Please note: Because of technical complications which can arise by converting color 
figures to "gray scale" (for the printed version should you not opt for color in print) 
please submit in addition usable black and white versions of all the color illustrations. 
 
Tables 
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letters. Avoid vertical rules. Be sparing in the use of tables and ensure that the data 
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Reference style 
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referred to, but the reference number(s) must always be given. 
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